INTRODUCTION
In 2018, the Canadian Cardiovascular Society (CCS) published a Focused Update of guidelines for the management of atrial fibrillation (AF). 1 Some of the updates differ from the Canadian Association of Emergency Physicians (CAEP) 2018 Acute AF Best Practices Checklist. 2 For emergency department (ED) physicians, the CCS 2018 Update suggested two significant changes: 1) a restriction on which patients can safely undergo cardioversion and 2) an advisory that all acute AF patients undergoing cardioversion be prescribed four weeks of anticoagulation, regardless of age or comorbidity. Both were "weak recommendation status" based upon "low quality evidence" according to the Grading of Recommendations, Assessment, Development, and Evaluation (GRADE) standards. 3 These changes were controversial, prompting two additional articles in the Canadian Journal of Cardiology, one by the leaders of the CCS changes and the other by the authors of this commentary. 4, 5 Here we summarize the main issues as they relate to management of acute AF by ED physicians.
GUIDELINE UPDATE
The 2018 Update made 18 recommendations, and this review will focus on recommendations 2 and 6. Recommendation 2 updates the prior "48-hour rule" that has been recommended by the CCS since 1996, a change driven by several large observational studies from Finland. 6, 7 It now restricts safe cardioversion in non-valvular AF patients with a CHADS 2 score > 2 to those who present within 12 hours of onset (provided no stroke or transient ischemic attack (TIA) occurred in the past 6 months). Those who have a CHADS 2 score < 2 may be safely cardioverted up to 48 hours from onset.
Recommendation 6 suggests that, regardless of age or comorbidity, all AF patients undergoing cardioversion receive anticoagulation for 4 weeks. Previously, CCS guidelines recommended long-term anticoagulation only for patients at higher risk of stroke (CHADS-65 positive), but CCS panelists placed "greater emphasis on the benefits of stroke prevention compared with the risks of bleeding." The panel acknowledged that "it might be possible to parse these risks either on the basis patient characteristics or the duration of acute AF/AFL," but chose not to do so. 1 
EMERGENCY DEPARTMENT CHALLENGES
Acute-onset AF contributes to 50,000 annual Canadian ED visits. 8 Typically, Canadian ED physicians use chemical or electrical cardioversion followed by early discharge home without cardiologist involvement. 9, 10 In 2018, the CAEP formally adapted the prior CCS AF guidelines for ED use. 2 The CAEP panel included three cardiologists but also sought widespread input from both the cardiology and emergency medicine communities. The CAEP Checklist recommends cardioversion by drug or shock, early ED discharge, and a prescription of oral anticoagulants (OACs) for all patients who are CHADS-65 positive.
CAEP members are expressing concern about Recommendations 2 and 6, reporting that they are being advised by cardiology colleagues that these are now "standard of care," despite the designation of a weak recommendation. Recommendation 2 is challenging for ED physicians in its reliance on CHADS 2 to guide decision-making on the timing of cardioversion, in contrast with recent encouragement to use the CHADS-65 algorithm. 27 Although recommendation 3 endorses transesophageal echocardiography to assure safety of urgent cardioversion, this procedure is rarely available on a same-day basis in Canadian hospitals. Recommendation 2, however, is similar to the CAEP Checklist statement, which recommended no cardioversion for patients if onset > 24 hours and two or more CHADS-65 criteria. Consequently, it is not a substantial practice change for Canadian ED physicians to restrict cardioversion for patients with two or more CHADS-65 criteria to those presenting within 12 hours of onset.
Recommendation 6, however, represents a large practice change for Canadian ED physicians when managing CHADS-65 negative patients. Given the lack of evidence that OAC reduces the risk of stroke in such low-risk patients, Canadian emergency physicians are concerned at the prospect of prescribing OAC to younger patients. These patients may participate in activities that may lead to head injuries (e.g., contact sports, cycling) and may be at higher risk of bleeding than they are of a stroke. In addition, a prescription of OAC to CHADS-65 negative patients raises other patient-important issues. OAC initiation after spontaneous cardioversion is not mentioned. Warfarin in naïve patients may take a considerable time to initiate and stabilize, missing the period of highest risk. In some provinces, novel OAC costs are borne by the patient, particularly for those under age 65. It is challenging to initiate OAC in the ED, even for patients who are CHADS-65 positive and who need lifelong anticoagulation. 11 Although presented as a weak recommendation, the suggestion to prescribe a minimum of 4 weeks OAC to all patients carries substantial weight and risks an unwarranted change in practice. Importantly, the GRADE system encourages physicians to apply weak recommendations on a patient-specific basis, considering both clinical factors as well as patient values and preferences.
SUMMARY OF STUDIES
The standard 48-hour threshold for safe cardioversion, although empirically developed, has been adopted widely into clinical practice. 12 Seven observational cohort studies and three recent randomized trials (from 2019) were specifically limited to the patients in question (AF duration ≤ 48 hours) 9,13-19 Among 4,200 patients, thromboembolic events were rare (7 of 4,200 patients, 0.17%) after cardioversion for acute AF. Since the 48-hour safety threshold was endorsed by the CCS AF Guideline panel, 12, 20 several large retrospective analyses have challenged this timing. 6, 7 Retrospective analyses of 10,852 cardioversions in 5,441 patients from Finland found that cardioversion in patients with 12-48 hours of symptoms had a higher thromboembolic risk (30 of 2,777 patients, 1.1%) compared with cardioversion in patients with less than 12 hours of symptoms (8 of 2,440 patients, 0.33%). 7 There was no such timedependent effect for patients who were anticoagulated. 21 These observational studies also suggest that OAC offers an important reduction in stroke risk for patients undergoing cardioversion for acute AF/AFL 22 in patients with a CHA 2 DS 2 -VASc ≥ 2. This was not demonstrated in those with CHA 2 DS 2 -VASc 0 or 1. Retrospective analyses from two other large registries of patients undergoing cardioversion, each demonstrated higher rates of 30-day thromboembolic events without OAC. 23, 24 Importantly, in one of these studies, there were no events among 4,941 patients in the lowest risk subgroup (CHA 2 DS 2 -VASc 0 or 1) and who were not on OAC, a detail not clarified in the other study. A significant limitation was that time of symptom onset prior to cardioversion was not known.
Contemporary prospective data in six Canadian EDs documented only one stroke among 1,091 patients undergoing cardioversion under 48 hours without OAC. 9 A recent randomized controlled trial compared outcomes among 437 patients undergoing early or delayed cardioversion. OAC use was not prescribed, and only two strokes were recorded at 30 days, one in each arm. 19 Two other randomized trials, not yet published, followed 480 patients treated in Canadian EDs with cardioversion for 30 days and found no strokes. 25, 26 Cumulatively, these prospective studies have a thromboembolic event rate that is too low to determine the impact of OAC on cardioversion. Nevertheless, the risk of stroke in contemporary practice remains remarkably low. Unfortunately, only retrospective studies are sufficiently large to assess the impact of OAC on stroke rates in the ED. They are limited by not being specifically focused on patients with AF < 48 hours duration, or who had OAC initiated at ED discharge as per CCS The CCS 2018 update for atrial fibrillation CJEM • JCMU 2019;21 (5) guideline recommendations. For patients at very low stroke risk, there is no direct evidence to support or refute the benefit of short-term OAC in the abovementioned observational studies. Until large prospective studies can be performed, decision-makers and guideline writers face the dilemma of making a recommendation based on low quality retrospective data or overlooking a signal of potential harm, reassured by a very small number of events in prospective studies. 5 
GRADE WEAK RECOMMENDATION
The CCS guideline panels use the GRADE system, formal approach guideline development, involving rigorous approaches for grading evidence and for translating summarized evidence into recommendations. 3 An appeal of GRADE is the ability to quantitate both the quality of evidence (high, moderate, low, or very low, depending upon study limitations) and the strength of the recommendations resulting from such evidence (strong or weak).
To optimally implement weak recommendations into practice, physicians must balance an imperfect set of supporting evidence (with concomitant uncertainty in both treatment effects and treatment hazards for a specific patient) with that patient's individual values and preferences. 27 This approach is a form of shared decision-making between the physician and the patient. 28 We must realize that clinical practice guidelines are not a substitute for patient-focused judgement at the bedside. Further, we cannot expect that evidencebased practice will result in uniformity of care as we incorporate uncertainty about risks and benefits or values and preferences into individual clinical decisions. 29 
BOTTOM LINE FOR ED PHYSICIANS
Box 1 summarizes best practices for who can be safely cardioverted and who requires anticoagulation. All CHADS-65 positive patients clearly require indefinite oral anticoagulation unless absolutely contraindicated. For patients who are CHADS-65 negative, a weak recommendation implies that anticoagulation for 4 weeks is neither mandatory nor the standard of care. Rather this is an opportunity to apply patient-focused clinical judgement. Consideration of longer duration of AF, female sex, presence of vascular disease and other comorbidities, as well as patient preference and values, may encourage oral anticoagulation for 4 weeks after cardioversion. In the absence of those factors, it may be reasonable to forego OAC. The risk in broad application of oral anticoagulation post-cardioversion is bleeding, especially for those engaged in activities prone to head injury. This must be weighed against the risk of a thromboembolic event post-cardioversion. Fortunately, in CHADS-65 negative patients, both the risk of thromboembolism after cardioversion and the risk of bleeding associated with a simple 4-week course of OAC appear very low. Until there is better evidence to guide us, ED physicians should exercise prudent clinical judgement paired with shared decision-making with their patients.
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